Objective: This paper has 3 objectives. First, we review the epidemiologic evidence for the association between suicidal behaviour and suicide in individuals diagnosed with antisocial, borderline, or narcissistic personality disorder. Second, we examine whether any potentially modifiable risk factors are associated with these diagnoses, based on existing empirical evidence. Last, we discuss clinical approaches to assessing youth with antisocial, borderline, or narcissistic personality disorder presenting at risk for suicide.
S uicide continues to be a leading cause of death among youth in Canada. Statistics Canada has reported that, in 1999, a total of 558 suicides were recorded among youth aged 15 to 24 years (468 male youths and 90 female youths) (1) . The male-to-female ratio was approximately 5 to 1. Robins and colleagues have already demonstrated the strong association between mental disorders and suicide (2) , but the relation between suicidal behaviour and personality (Axis II) disorders has only been systematically studied within the last 2 decades. This paper has 3 objectives. First, we review the epidemiologic evidence for the association between suicidal behaviour and suicide in individuals diagnosed with antisocial, borderline, or narcissistic personality disorder. Second, based on existing empirical evidence, we examine whether any potentially modifiable risk factors are associated with these diagnoses. Last, we discuss clinical approaches to assessing youths with antisocial, borderline, or narcissistic personality disorder presenting at risk for suicide.
For this review, we define suicidal behaviour as having 3 components: suicide, suicide attempts, or self-injurious behaviours. We have adopted the definitions of O'Carroll and others, who define suicide as self-injurious behaviour with a fatal outcome for which there is evidence (either explicit or implicit) that the individual intended at some (nonzero) level to kill himself or herself (3) . A suicide attempt is defined as self-injurious behaviour with a nonfatal outcome for which there is evidence (either explicit or implicit) that the individual intended at some (nonzero) level to kill himself or herself.
We have also employed a definition of self-injurious behaviour not intended to be fatal: Simeon and Favazza define self-injurious behaviour as all behaviours that involve deliberate infliction of direct physical harm to one's body with zero intent to die as a consequence of this behaviour (4) . Our review reports on estimates of the risk of suicide and suicide attempts, based on existing literature. We reviewed the English-language literature for the last 12 years (from 1991 to 2003), using as search terms the names of the 3 disorders, as well as the key words suicide, suicidal behaviour, youth, and adolescents. In particular, we focused on research that examined potential risk factors in youth with these diagnoses, compared with other psychiatric disorders. The paper's final section describes clinical approaches to patients with antisocial, borderline, or narcissistic personality disorder who are at risk for suicidal behaviour. These observations are based on clinical experience and not on empirical evidence. They do not replace the need for a comprehensive suicide risk assessment based on the formats described in the following papers: · "An Evidence-Based Approach to Evaluating and Managing Suicidal Emergencies" (5) · "Suicide Assessment: An Overview and Recommended Protocol" (6) · "The Emergency Interview" (7) · "The Assessment, Management, and Treatment of Suicidality: Toward Clinically Informed and Balanced Standards of Care" (8) · "Assessment of Suicide Risk" (9) · "A Clinical Model for Suicide Risk Assessment" (10) For this review, we selected the age range 15 to 24 years. This coincides with the age range for which nations report mortality rates to the World Health Organization (11) . For a meaningful discussion of the suicide risk associated with personality disorders, one must by definition focus on youth in late adolescence and early adulthood (12) : while there is evidence that younger adolescents can demonstrate clinical features of a personality disorder, there is debate about whether these features remain stable over time (13, 14) .
Epidemiologic Evidence
The rates of personality disorders among adolescents who died by suicide have been studied. In the Comprehensive Psychological Autopsy Study in Finland (15), Marttunen and others estimated that 17% of the adolescents aged 13 to19 years who died by suicide met criteria for conduct disorder (CD) or antisocial personality disorder (APD). When Marttunen and others examined adolescents with nonfatal suicidal behaviour, approximately 45% of male adolescents and 33% of female adolescents were characterized by antisocial behaviour (16) . In other research, suicidal behaviour was found to be higher among adolescents with CD than in the comparison groups, even after controlling for major depression (17, 18) . Beautrais and others studied individuals who had made medically serious suicide attempts and compared them with subjects from the community (19) . After controlling the data for the intercorrelations among mental disorders, these researchers found that the risk of a serious suicide attempt was 3.7 times higher for individuals with APD than for those without the disorder. When they examined men under age 30 years, the risk of a serious suicide attempt was almost 9 times higher among individuals with APD than in those without the disorder. For women, the risk of a serious suicide attempt was 2.3 times higher in individuals with APD than in those without.
A few studies have documented the lifetime risk of suicide in samples of individuals with APD. In a 5-year follow-up of a small sample of persons with APD (n = 59), Maddocks estimated a 5% lifetime risk of suicide (20) . Laub and Vaillant examined causes of death of 1000 delinquent and nondelinquent boys followed from ages 14 to 65 years (21) . Deaths due to violent causes (that is, accident, suicide, or homicide) were significantly more common in delinquent, compared with nondelinquent, boys; however, equal proportions of both groups died by suicide.
Patients with borderline personality disorder (BPD) represent 9% to 33% of all suicides (22, 23) . Bongar and others studied patients with chronic suicidality who made 4 or more visits in a year to a psychiatric emergency room; most often, these patients met criteria for BPD (24) . These patients accounted for over 12% of all psychiatric emergency room visits during the year studied. Crumley has shown a high incidence of BPD in the adolescents and young adults aged 15 to 24 years who engage in suicidal behaviour (25) . Paris and colleagues indicated that this diagnosis significantly increases the risk of eventual suicide (26) . Depending on the study, the lifetime risk of suicide among patients with BPD is between 3% and 10% (27) (28) (29) (30) (31) (32) . Those at highest risk appeared to be young, ranging from adolescence into the third decade (33) (34) (35) , which likely reflects a decrease in symptom severity later in adulthood for most patients (25, (35) (36) (37) (38) . The high rates of suicidal behaviour in patients with BPD are reflected by the inclusion of recurrent suicidal behaviour, gestures, threats, or self-mutilating behaviour as diagnostic criteria in the DSM-IV (12)-although some would say they are a result of this inclusion. A history of suicidal behaviour is found in 55% to 70% of individuals with a personality disorder (39) (40) (41) and in 60% to 78% of individuals with BPD (42) (43) (44) (45) . Suicides by individuals with BPD may carry an extra burden for survivors: Runeson, Beskow, and Waern found that 44% of suicides by patients with BPD were witnessed, compared with 17% of suicides by patients with other diagnoses (46) . Narcissistic personality disorder is an uncommon diagnosis in community samples, compared with APD and BPD. In a survey of a community sample in Baltimore, Maryland, approximately 0.1% of the sample met criteria for the disorder (47) . For the most part, individuals with narcissistic personality are also uncommon in clinical settings. They probably make up less than 1% of outpatient samples, and most of the literature regarding patients suffering with narcissistic personality disorder is based on clinical experience and theoretical formulations, rather than on empirical evidence (48 Risk Factors Related to Antisocial, Borderline, and Narcissistic Personality Disorder
Many studies have identified factors at a population level that alone or in combination increase the risk of suicide. Although extrapolating these risk factors to an individual allows for risk categorization, it does little to predict which individual will commit suicide, and when. "The goal of a suicide assessment is not to predict suicide, but rather to place a person along a putative risk continuum, to appreciate the bases of suicidality, and to allow for a more informed intervention" (6, p 4). Many risk factors are fixed (for example, age, race, and sex), providing little opportunity to intervene. However, several of the most significant risk factors are modifiable. Allen captured the concept eloquently in his statement "Suicide is almost always the catastrophic result of inadequately treated psychiatric illness" (51) and suggested concentrating on modifiable risk factors. Therefore, this review discusses risk factors that place youth with antisocial, borderline, or narcissistic personality disorders at a higher risk, relative to other individuals with like disorders, or places them at higher risk, relative to other times in the course of their illness. In addition, we discuss purportedly modifiable risk factors as they may present opportunities for interventions. Tables 1 and 2 summarize the published studies from the English literature in the last 12 years that discuss risk factors for suicidal behaviour in youth and adults suffering from APD or BPD, compared with other psychiatric disorders. By far, most of the studies have focused on subjects with BPD, with little or no research on youth with narcissistic personality disorder. We review each of the major risk factors and discuss in some detail findings from key studies-those employing carefully characterized comparison groups and controlling for potential confounding factors. We limit discussion to a review of the risk factors that are felt to place patients at higher risk when present, relative to points in the course of their disorder when these factors are not present and relative to patients without these factors. In addition, these factors are felt to be potentially modifiable, although the discussing the interventions is beyond the scope of this paper.
Comorbid Disorders
Comorbidity is found to be higher in adolescents than in adults, and the presence of 2 or more psychiatric disorders appears to substantially increase the suicide-attempt rate, compared with individuals having a single disorder (52) . Most of the research has been done with regard to BPD; the following studies indicate that certain specific comorbidities may increase the risk for suicidal behaviour in youths with BPD.
Major Depressive Episode (MDE).
Several studies have documented that the existence of depression plus BPD may confer an increased risk for suicidal behaviour. In adolescents, coexistence of disruptive behaviour and depression is felt to be a particularly dangerous combination (53). Soloff and others completed the most careful study of this combination in adults (54) . They examined a well-characterized group of patients with BPD comorbid with MDEs and compared them with subjects having BPD without an MDE and with subjects having current MDE only. Soloff and others found suicidal behaviours more frequently in the total sample of patients with BPD, compared with patients having MDEs without comorbidity. This finding is anticipated of course, because suicidal behaviour is a DSM criterion for the diagnosis of BPD. The number of lifetime attempts significantly differentiated the comorbid patients from the other 2 comparison groups: subjects with comorbid BPD had a mean of 3.0 lifetime attempts, compared with a mean of 1.9 lifetime attempts for subjects with BPD only and 0.8 lifetime attempts for subjects with MDEs only. When the researchers examined the most recent and the most serious lifetime attempt, they found no differences in their lethal intent as rated by the Suicide Intent Scale (SIS). The total sample of patients with BPD demonstrated a greater lifetime level of medically lethal suicidal Brodsky and others (64) BPD patients who had trait impulsivity had a higher number of past suicide attempts than those who did not meet the criteria for trait impulsivity.
Corbitt and others (57) · MDD + BPD patients were more likely to have made a high number of previous suicide attempts (greater than or equal to 3), compared with those with no personality disorder or another personality disorder.
· MDD + BPD patients were younger at time of first attempt (mean 21.9, SD 7.0 years) compared with those with no personality disorder (mean 33.5, SD 14.4 years) or another personality disorder (mean 34.7, SD 10.6 years) or another Cluster B personality disorder (mean 24.2, SD 11.7 years).
· MDD + BPD patients had increased severity of suicidal ideation.
Dubo and others (70) · BPD patients with incidence of parental sexual abuse had more incidences of self-mutilative behaviour in the past.
· BPD patients with incidence of parental sexual abuse had longer duration of self-mutilative behaviour in the past.
· BPD patients with parental sexual abuse had longer duration of suicidal behaviour.
Links and others (60) · BPD + SA patients perceived themselves as significantly more likely than comparison groups to kill themselves in the future.
· BPD + SA patients had higher scores on the impulse-action measure. · BPD + SA patients had more frequent pattern of self-mutilative behaviour. · BPD + SA patients had more frequent pattern of suicide threats and attempts.
Silk and others (71) With reference to the duration of sexual abuse, on-going sexual abuse predicted parasuicidal behaviour in BPD patients.
Soloff and others (58)
In BPD patients who attempted suicide, the following risk factors were found: Coping Beliefs subscale were 6.8 times more likely to show suicidal behaviour during the 6 month follow-up period, compared with high scorers.
· Female BPD patients who had a comorbid diagnosis of depressive personality disorder were 6.7 times more likely to show suicidal behaviour during the 6 month follow-up period, compared with those without the diagnosis.
· Female BPD patients who had lower scores on the Utrechtse Coping Lijsts' reassuring thoughts were 11 times more likely to evidence suicidal behaviour Kelly and others (65) · Suicide attempters had significantly more life events. · BPD patients low on social adjustment were more likely to be classified as suicide attempters, compared with those with depression. planning. The authors concluded that suicidal behaviour in inpatients with BPD should not be considered "less serious" than the suicidal behaviour of inpatients with an MDE. Other researchers, in earlier studies (25, (55) (56) (57) , found that comorbid depressive disorder increased the risk of suicidal behaviour in patients with BPD. An earlier study by Soloff and others (58), which did not include the above 3 comparison groups, did not find that comorbid major depressive disorder predicted suicidal behaviour in patients with BPD. However, the level of depression was found to be a risk factor for suicidal behaviour.
Substance Abuse Disorder. A relation has also been found between increased suicidal behaviour and comorbidity of substance abuse disorder with BPD (58,59). Links and others examined the prognostic significance of comorbid substance abuse in patients with BPD (60). These patients were followed prospectively over a 7-year period. The researchers found that patients with comorbid substance abuse and BPD perceived themselves to be at significantly more risk for suicide than did the comparison groups of patients having BPD without comorbidity, patients having substance abuse without BPD, and patients having borderline traits only. The patients with comorbidity also demonstrated a more frequent pattern of self-mutilating behaviour and reported a more frequent pattern of suicide threats and attempts than did the patients without comorbidity. Evidence also indicates that comorbidity of substance abuse disorder and CD increases the risk for suicidal behaviour in youth (16,61) (see Table 1 ).
Antisocial Personality Disorder. The presence of comorbid BPD and APD identifies a group at particularly high risk for suicide, as demonstrated in Stone's long-term follow-up study of the PI 500 (62) . Similarly, Soloff and others identified the fact that patients with comorbid BPD and APD had attempted suicide more frequently (58) . Impulsivity as a trait characteristic, also found in patients with BPD and bulimia nervosa, seems to be a risk factor for increased suicidal behaviour in patients with BPD (58, 63, 64) .
Recent Life Events
Adverse life events may push high-risk patients into actual suicidal crises. Kelly and others studied the impact of recent life events and the level of social adjustment in patients with major depression, patients with BPD, and patients with comorbid major depression and BPD (65) . They found that the suicide attempters within this sample had experienced more adverse life events recently, particularly in the area of stressful events at home, with the family, or financially (65) . In addition, the total number of life events was related to increased risk of suicidal behaviour. When the authors did a regression analysis to predict suicide attempter status, the diagnosis of BPD was predictive, as was the level of social adjustment in the family unit. In particular, an interaction was found between the presence of low social adjustment and the borderline diagnosis. It indicated that these patients were 16 times more likely to be classified as suicide attempters than were the patients with MDEs. Runeson and Beskow also found that the number of stressful life situations was related to death by suicide for adolescents with BPD, compared with others not having BPD (59) . These stressful situations included unstable employment, financial problems, lack of a permanent residence, and a sentence by a court of law. Discharge from hospital should also be considered a stressful event. Kullgren found that, when discharge from hospital was imminent, patients with BPD were at somewhat increased risk for suicide and that such suicides occurred during the period of inpatient care and in the weeks following discharge (66). Kjelsberg and others noted that, compared with surviving BPD patients, patients with BPD who died by suicide during or following hospitalization were more frequently discharged after violating an inhospital contract (67). Young and Gunderson reported that adolescents with BPD were more highly suicidal if they saw themselves as alienated from their family and if they perceive their functioning to be impaired (68) . Often, parents did not see these attributes and were thus not as aware of the patients' perception of the risk for suicide. Maladaptive coping strategies appear to partly explain how patients with BPD are at increased risk for suicidal behaviours when facing stressful events (69) .
The history of childhood abuse needs to be mentioned, although whether this is a modifiable risk factor is debatable. In his study of adolescents who died by suicide, Stone found that such patients with BPD were more likely to have experienced parental brutality and parental humiliation in their past (62) . Dubois and others found a relation between a history of parental sexual abuse and the risk of self-mutilative behaviours (70) . This association has also been documented by several other investigators (59, 71) . Soloff and others completed a key study examining the relation between childhood abuse and suicidal behaviour in a sample of patients with BPD (72). They found that, in terms of the number of attempts, suicidal behaviour was predicted by a history of childhood sexual abuse, by the severity of BPD, and by the level of hopelessness. In fact, childhood sexual abuse continued to predict the number of attempts independently, even after the researchers entered several other selected risk factors into the analysis. The severity of childhood sexual abuse was associated with the severity of comorbid depression in these patients, with the presence of antisocial traits, and with a trend toward greater hopelessness. These factors may mediate childhood sexual abuse as a risk factor for suicidal behaviour. Soloff and others indicated that, in persons with BPD, the history of childhood sexual abuse increases tenfold the risk of suicidal behaviour, compared with patients without such a history (72) .
In summary, patients with APD or BPD are likely to be at increased risk when they demonstrate the above risk factors. The presence of comorbidity, particularly when it is acutely evident, may lead high-risk patients into episodes of acute suicidal behaviour. The accumulation of recent life events or the lack of intimate or family support also indicate times of high risk for these patients. If factors such as a history of childhood sexual abuse and its associated psychopathologic deficits or the level of impulsivity are modifiable, based on clinical interventions, then these interventions can potentially reduce the ongoing risk in youth with BPD or APD (73) .
Clinical Approach to Patients With Antisocial, Borderline, and Narcissistic Personality Disorders
Patients with APD or CD present a unique challenge to clinicians. When these patients present in crisis, the clinician is faced with the risk of assessing the potential for violence in addition to the risk of suicide or suicidal behaviour. For example, Marttunen and others reported that 10/23 patients with antisocial behaviour had a history of violence against others (16) . In fact, all the patients that met criteria for CD or APD had a history of violence. Clinicians need to consider carefully their interventions (such as hospitalization), based on the potential risk to the patient vs the risk this individual might represent to copatients.
Apart from the usual factors involved in a risk assessment, the psychopathy concept can be clinically valuable when clinicians are trying to balance risks to the patient vs risks to others. Cleckley classically describes patients with psychopathic personality disorder as having a "disinclination" toward suicide (74) . Clinically, he observed that, among ward patients, suicidal behaviour was much rarer in psychopathic patients than in other patients. Cleckley wrote, "instead of a predilection for ending their own lives, psychopaths, on the contrary, show much more evidence of a specific and characteristic immunity for such an act" (74, p 359).
Cleckley's clinical observation has had some support from empirical research. Hare developed the Psychopathic Checklist-Revised to capture the aspects of Cleckley's psychopathic concept (75) . Research has shown that the concept comprises 2 underlying dimensions. The first dimension, called Factor 1 or "emotional detachment," includes the affective component of psychopathy: the glibness, superficial charm, grandiose sense of self-worth, pathologic lying, cunning and manipulativeness, lack of remorse or guilt, shallow affect, callousness, lack of empathy, and failure to accept responsibility. Factor 2 relates to antisocial behaviour. In this Factor, items such as a proneness to boredom, poor behavioural controls, early problematic behaviour, lack of realistic long-term goals, impulsivity, irresponsibility, juvenile delinquency, and revocation of conditional release were found (75) . In a direct examination of the relation between the factors of psychopathy, APD, and suicide risk, Verona and others attempted to look at whether a suicidal history was differently related to Factors 1 and 2 from the Hare Psychopathic Checklist-Revised (76). The authors found that suicidal history was significantly related to Factor 2. A history of suicidal behaviour was negatively related to Factor 1; however, this relation was not statistically significant.
The mechanism by which the Factor 1, "emotional detachment," might work to lessen the risk of suicide seems related to the emotional deficit found in some psychopaths. Physiologic studies have demonstrated that psychopathic individuals have reduced startle response when processing adverse stimuli (77, 78) . This deficit may indicate a temperamental difficulty in their capacity to reflect negative affect or to experiencing depression or dysphoric states (79) .
Therefore, assessing the psychopathic Factor 1 might assist clinicians to decide on the relative risk patients present for themselves vs others. It appears that patients demonstrating elements of emotional detachment are more likely to be a risk to others than to themselves. In making particular decisions to admit such patients to an inpatient psychiatric environment, one must carefully weigh the risks to vulnerable others vs the risk to the patient.
The clinical assessment of the patient with BPD in crisis is complicated. Often these patients have made multiple suicide attempts, and it is unclear whether a short-term admission will have any impact on the ongoing risk of suicidal behaviour. Figure 1 demonstrates a way of assessing and communicating the suicidal risk of patients with BPD and a history of repeated suicide attempts. These patients typically are at a chronically elevated risk of suicide, one that is much above that of the general population. This risk exists because of their history of multiple attempts. In addition to the history of multiple attempts, a history of self-injurious behaviour also increases the risk for suicide (80, 81) . Stanley and others found that patients with self-injurious behaviour were at risk for suicide attempts because of their high level of depression, hopelessness, and impulsivity and also because they misperceive and underestimate the lethality of their suicidal behaviours (81) . The patient's level of chronic risk can be estimated by taking a careful history of previous suicidal behaviour and by focusing on the times when the patient may have demonstrated attempts with the greatest intent and medical lethality. By documenting the patient's most serious suicide attempt, one can estimate the severity of the patient's ongoing chronic risk for suicide.
In patients with BPD, the acute-on-chronic level of risk is related to several factors ( Figure 1, shaded arrow ). An acute-on-chronic risk will be present if the patient is suffering from comorbid major depression or if the patient is demonstrating high levels of hopelessness or depressive symptoms, as reviewed above. In addition, patients with BPD are known to be at risk for suicide during times of hospitalization and discharge. The clinical scenario of a patient presenting in crisis shortly after discharge from an inpatient setting illustrates a time when the risk assessment must be very carefully completed to ensure that a proper disposition is made. This patient is potentially at an acute-on-chronic risk and the assessment cannot be truncated because of the recent discharge from hospital. Proximal substance abuse can increase the suicide risk in a patient with BPD. Of course, the existence of a diagnosis of substance abuse increases the chronic risk for suicidal behaviour. This risk is acutely elevated when patients have less immediate family support or when they have lost or believe they have lost an important relationship.
Gunderson makes the distinction that patients with BPD who are attempting to manipulate the environment are at less risk than patients with BPD who present in a highly regressed dissociative state (42) . At these times, acute interventions frequently have to be put in place to reduce the risk of suicide attempts or self-harm. The acute-on-chronic model can effectively communicate decisions regarding interventions. For example, if a patient is felt to be at a chronic, but not acute-on-chronic, risk for suicide, one can document and communicate that a short-term hospital admission will have little or no impact on a chronic risk present for months and years. However, a patient demonstrating an acute-on-chronic risk ( Figure 1 , the shaded arrow) maywell require an inpatient admission. In this circumstance, a short-term admission may allow the level of risk to return to chronic preadmission levels. Managing the chronic level of suicide risk in patients with BPD often involves strategic outpatient management. Dialectical behaviour therapy has been shown to effectively reduce suicidal behaviour (80, 82) . In working with outpatients with BPD, clinicians have to be able to tolerate the chronic risk of suicide. Over time, patients can be helped to understand the psychological meaning of their suicidal thoughts and behaviours and to learn new methods of communicating these emotional issues.
Assessing risk in patients with narcissistic personality disorder presents a unique clinical challenge. Ronningstam and Maltsberger's description is thought provoking: they note how narcissistic patients can be at risk for suicide at times when they are not suffering from depression (83) . Certainly, patients with narcissistic personality disorder will be at increased risk during episodes of comorbid depression (84), but they can also become acutely suicidal outside episodes of clinical depression. Suicide attempts in narcissistic patients can arise because of their very fragile self-esteem and in response to perceived narcissistic injury (85).
Ronningstam and Maltsberger observe that suicidal behaviour can have several meanings in these patients, including an attempt to raise self-esteem through a sense of mastery; an attempt to protect themselves against anticipated narcissistic threats-"death before dishonour"; a vengeful act against a narcissistic trauma; the false belief of indestructibility; and a wish to destroy or attack an imperfect self. Narcissistic individuals, therefore, can demonstrate the so-called "Richard Corey suicide"; that is, they can take their lives despite seeming to have every happiness and good fortune. Apter and others noted this in the recruits who took their lives in their sample (49) . The recruits with narcissistic disorder tended to be seen as promising young soldiers who, based on their preinduction interviews, seemed well equipped to handle service-related stress. Apter and others felt that these individuals might have been at risk because of their isolative and perfectionist traits.
Clinicians can take 4 steps to monitor the risk of suicide and suicidal behaviour in patients with narcissistic personality disorder. First, such patients should be routinely monitored for evidence of coexisting major depression or for an acute episode of lowered self-esteem resulting from a felt narcissistic injury. Because suicide attempts in narcissistic individuals tend to arise abruptly, the risk can be lessened by denying patients access to a means of suicide. Therefore, attention should be paid to ensuring that patients have no access to highly lethal means of suicide, such as guns or large quantities of pills. The patients' families and other significant supports should be aware of the potential for an acute onset of suicidal feelings and the need to avoid access to lethal means. Finally, Kohut suggested that narcissistic patients may be at less risk of acting out suicidal behaviour once they have established a stable transference within a therapeutic relationship and once the therapist has established some empathic closeness to the patient's fragmented self (86) . Creating a stable therapeutic relationship seems to be an important factor that can lessen the risk of suicide in patients with narcissistic personality disorder; it should be a consideration in their ongoing outpatient management.
Summary
Youths with antisocial, borderline, and narcissistic personality disorder present unique challenges to clinicians. First, these diagnoses clearly identify individuals at increased risk for suicidal behaviour and death by suicide. Second, the assessment of their risk of suicide is problematic. For patients with APD, the risk of violence has to be judged, in addition to the risk of suicide or self-harm. For patients with BPD, one has to differentiate an acute from a chronic risk and determine interventions based on this differentiation. Finally, patients with narcissistic personality disorder can be at high risk for suicide outside times of clinical depression. These episodes can seem to be unpredictable. This paper offers some clinical approaches to assessing these patients. However, we hope that future empirical evidence will provide a more sound footing for assessing and managing youth with antisocial, borderline, and narcissistic personality disorder. Objectif : Cet article compte 3 objectifs. Premièrement, nous examinons les preuves épidémiologiques de l'association entre le comportement suicidaire et le suicide chez les personnes ayant reçu un diagnostic de trouble de la personnalité antisociale, limite ou narcissique. Deuxièmement, nous évaluons s'il y a des facteurs de risque éventuellement modifiables qui sont associés avec ces diagnostics, selon les preuves empiriques existantes. Enfin, nous discutons des approches cliniques pour évaluer les jeunes ayant un trouble de la personnalité antisociale, limite ou narcissique qui présentent un risque de suicide.
Méthode : Nous avons examiné la documentation de langue anglaise des 12 dernières années (de 1 er janvier 1991 au 31 décembre 2003), à l'aide des noms des 3 troubles comme termes de recherche, et des mots clés suicide, comportement suicidaire, jeunesse et adolescents.
Résultats :
Les patients ayant un trouble de la personnalité antisociale ou limite sont susceptibles d'être à risque accru de comportement suicidaire quand ils démontrent des troubles comorbides comme des épisodes de dépression majeure ou des troubles d'abus de substance, ou quand ils ont connu des événements de vie négatifs récents ou qu'ils ont des antécédents d'agression sexuelle dans l'enfance.
Conclusions :
Pour les patients ayant un trouble de la personnalité antisociale, le risque de violence doit être jugé en plus du risque de suicide ou d'acte autodestructeur. Pour les patients ayant un trouble de la personnalité limite, les interventions sont déterminées en distinguant entre le risque aigu et chronique du risque chronique de comportement suicidaire. Enfin, les patients ayant un trouble de la personnalité narcissique peuvent être à risque élevé de suicide durant les périodes où ils ne souffrent pas de dépression clinique. Ces épisodes peuvent sembler imprévisibles.
